Objective : According to the development of endovascular technique and devices, larger aneurysms on the distal internal carotid artery (ICA) can be treated using a less invasive method. The authors report on clinical and angiographic outcomes of these aneurysms treated using an endovascular technique. Results : Clinical outcome of patients showed strong correlation with the initial neurologic status (p < 0.05). Aneurysm morphology showed saccular, fusiform, and wide-neck in 12, six and three patients. Six patients underwent stent assisted coiling and the other 15 patients underwent simple coiling. Aneurysm occlusion was performed immediately after embolization with near-complete (Raymond class 1-2) in 20 patients (95.2%) and incomplete (Raymond class 3) in one patient (4.8%). Delayed thrombotic occlusion occurred in two patients and their clinical result was fatal. Another five patients died in the hospital, from massive brain edema and/or increased intracranial pressure due to initial subarachnoid hemorrhage. Overall mortality was 30% (seven out of 21). Fatal complication related to the endovascular procedure occurred in two patients with thrombosis at middle cerebral artery (one with stent, the other without it).
INTRODUCTION
Ideal treatment for cerebral aneurysm is to decrease its mass effect, and maintain the integrity of normal vasculature. It is achieved by surgical clipping across the aneurysm neck or endovascular coil embolization to preserve the parent vessels. 17 R = ruptured; U = unruptured aneurysm; mRS = modified Rankin scale; stent; e = Enterprise stent; n = Neuroform stent; F = female; M = male; ICA = internal carotid artery; Lt = left; P-comm = posterior communicating artery; Occ = occlusion; IICP = increased intra-cranial pressure 
MATERIALS AND METHODS

Patient characteristics
Between Clinical outcomes were evaluated according to modified Rankin scale (mRS) scores and measured at 90 days after the initial treatment. Favorable outcome was defined as mRS 0-2, unfavorable outcome mRS 3-6. Overall mortality and cause of death were also recorded.
Radiological evaluations
Radiologic evaluation was performed by a radiologist who did not participate in patient management.
On preoperative angiography of the distal ICA aneurysm, we checked neck, width, height, location, daughter sac, morphology (saccular, fusiform), and bifurcation type of the aneurysm. Post-procedure imaging studies were also reviewed for evaluation of complete obliteration, neck remnant, and intra-procedure complication, such as thrombosis, emboli, and perforation.
Aneurysm occlusion was estimated according to Raymond classification
Endovascular technique
All procedures were performed on a biplane angio- 
Statistical analyses
All data were presented as mean ± standard deviation. 
RESULTS
Pre-operative angiographic findings
Of 21 aneurysms, aneurysms were located on the left side in 10 (47.6%) cases and on the right in 11
(52.4%) cases. There was no prevalence in laterality (p > 0.05). The mean size of aneurysm was 13 mm Table 2) .
Delayed thrombotic occlusion occurred in two patients, and resulted in death (Fig. 3, case No. 18).
Another five patients died in the hospital, from massive brain edema and/or increased intracranial pressure due to initial subarachnoid hemorrhage, not because of procedure related complication. However, for the relatively larger sized aneurysm, no aneurysm rupture occurred during the endovascular procedure.
DISCUSSION
In ICA aneurysm treatment, the goal is total exclusion of the aneurysm from the cerebral circulation with patent vessel preservation. The early results reported in wide-necked large or giant proximal intracranial aneurysms treated using this device have been extremely encouraging. 
